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State Illinois 

METHODS ANDSTANDARDSFOR ESTABLISHING PAYMENT RATES- OTHER TYPE OF CAFE -
BASIS FOR REIMBURSEMENT 

8. DENTALSERVICES:Reimbursementwillbemade for 

z eligible recipients B 
at the &lesser of the usual and customarycharge to the general. .public or statewide maximums establishedby the Department 

The usual and customarycharges are verified throuphDost
. . .  PAYMENTaudits; ~D&g these audits; PRIVATEDay records are reviewedto determinethe amount 

billed for similar PROCEDURES If it is discovered thatPRIVATEDay individuals are charged less than 
the Medicaid POPULATIONrecomment action is taken. 

b: 


9. EYE CARE SERVICES AND OPTICAL GOODS: Same as 6. 

IO. PODIATRIC SERVICES: Same as 6. 

1 1. CHIROPRACTIC SERVICES:Same as 6.  

12. HOMEHEALTH CARE SERVICES: . . .  
1Home HealthCare Services rates are 
based on the following: 

aJ Home health agencies shall be Daid an all inclusive. Der visit rate which shall be the lowest of: 
II 	 the agency'susualandcustomarycharge to the general Public for the service. The usual 

and customarycharges are verified throughPost-PaYmentaudits. During these audits, 
private Day records are reviewed to determine the amount billed forsimilar procedures. 
If it is discovered that PrivatePAYindividuals are chaRGed less than the Medicaid 
population. recouPmentaction is taken; 

Medicare22 the agency's rate: or 
3J the Department's allowable rate. 

bJ 	 Payment to self-employedregistered nurses PROVIDINGin-home nursing services, whennohome 
health agencyexists in the area. is made at the communitYrate for such services as determined for 
each case at the time PRIorAPPROVAL is given. The community rate is determined by contacting one 
or more PROVIDERSin the area to determine the rate charged in a given community. 
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State Illinois 
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State Illinois 

HEALTH7. HOME SERVICES 

a.b. and c. 

Services are providedon a short-term, intermittent basisto facilitate clients tRANSITIONING 
from a moreacute level of care. Services must be provided onlyon direct order of a 
physician, and require prior approval unlessTHECLIENTis eligible for these benefits under 
Medicare. 

Limits on services or treatments are not applicableto EPSDT (Healthy Kids) clients. All 
services or treatments which are medically necessaryto correct or lessen health problems 
detected or suspectedby the screening process mustbe provided to individuals under age 
21. 

d. 

7/00 	 Services availableonly when providedby a Home Health Agency,or bv a registered 
nurse whenno home healthAGENCYexists in the area.Services REQUIREam direct orderof 
-a physician, andwith prior approval unless &clientis eligible forthese benefits under 
Medicare. 

Limits on services or treatments are not applicableto EPSDT (Healthy Kids) clients.All 
services or treatments which are medically necessaryto correct or lessen health problems 
detected or suspected by the screening process must be providedto individuals under age 
21. 

DUTY SERVICES8. PRIVATE NURSING 

Provided only when recommendedby the physician. Requires prior approval. Services 
cannot be covered if providedby a relative. 

Limits on servicesor treatments are not applicable to EPSDT (Health Kids) clients. All 
services or treatments which are medically necessary to corrector lessen health problems 
detected or suspectedby the screening process must be providedto individuals under age 
21. 	 _I. A. 

pf->+ 

TN# 00-10 APPROVAL DATE ?-. EFFECTIVEJuly 1.2000 

SUPERSEDES 
TN# 91-12 
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State Illinois 

0 HOMEHEALTH SERVICES 

a.b. and c. 

Services are provided on a short-term, intermittent basis tofacilitateclients transitioning from amore acute 
level of care. Services must be provided only ondirect order of g physician, andrequire prior approval 
unless &client is eligible for these benefits under Medicare. 

Limits on services or treatments are not applicable to EPSDT (Healthy Kids) clients. All services or 
treatments which are medically necessaryto correct or lessen health problemsdetected or suspected by the 
screening process mustbe provided to individualsunder age 2 1. 

d. 

7/00 	 Services availableonly when provided by a Home Health Agency, or bv a registered nurse when no home 
health AGENCYexists in the area. Servicesrewire a m  direct order of Physician, and with prior approval 
unless client is eligible for these benefits under Medicare.. 

Limits onservices or treatments are not applicable to EPSDT (Healthy Kids) clients. All services or 
treatments which are medically necessaryto correct or lessen health problemsdetected or suspected by the 
screening process mustbe provided to individuals underage 2 1. 

DUTY0 PRIVATE NURSING SERVICES 

Provided only when recommendedby the physician. Requires prior approval. Services cannot be covered 
if provided by a relative. 

Limits onservices or treatments are not applicable to EPSDT (Health Kids) clients. All services or 
treatments which are medically necessaryto correct or lessen health problemsdetected or suspected by the 
screening process must be providedto individualsunder age2 1. 

4/98 9. CLINIC SERVICES 

Community MentalHealth Services 

Mental HealthServices are to be provided toeligible clients who require such services: 

0 to effectively managecurrentsymptoms of mental illness through treatment or rehabilitation 
programs; 

TN# 00-10 APPROVALEFFECTIVEDATE DATE July I ,  2000 

SUPERSEDES 
TN# 98-10 


